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Abstract

Although several obesity clinical practice guidelines are available and relevant for primary care, a practical and
effective medical model for treating obesity is necessary. The aim of this study was to develop and implement a
holistic population health-based framework with components to support primary care-based obesity management in
US health care organizations. The Obesity Care Model Collaborative (OCMC) was conducted with guidance and
expertise of an advisory committee, which selected participating health care organizations based on prespecified
criteria. A committee comprising obesity and quality improvement specialists and representatives from each or-
ganization developed and refined the obesity care framework for testing and implementing guideline-based practical
interventions targeting obesity. These interventions were tracked over time, from an established baseline to 18
months post implementation. Ten geographically diverse organizations, treating patients with diverse demographics,
insurance coverage, and health status, participated in the collaborative. The key interventions identified for man-
aging obesity in primary care were applicable across the 4 OCMC framework domains: community, health care
organization, care team, and patient/family. Care model components were developed within each domain to guide
the primary care of obesity based on each organization’s structure, resources, and culture. Key interventions
included development of quality monitoring systems, training of leadership and staff, identifying clinical champions,
patient education, electronic health record best practice alerts, and establishment of community partnerships,
including the identification of external resources. This article describes the interventions developed based on the
framework, with a focus on implementation of the model and lessons learned.
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Introduction

In the United States, obesity rates have been increasing
since 1999–2000, reaching 42.4% of adults in 2017–

2018.1 Obesity is known to increase the risk of chronic
diseases such as type 2 diabetes, hypertension, and dyslipi-
demia.2 It also is known that fat loss can ameliorate multi-
ple obesity-related complications and improve quality of
life, and also may reduce premature all-cause mortality.3

Although weight maintenance can be challenging, effective

lifestyle interventions delivered individually, in groups, or
digitally, result in at least short-term weight loss.4 Pharma-
cotherapy options also have proven to be safe and effective
for greater and more sustained weight loss as adjuncts to
lifestyle modification,5,6 and metabolic/bariatric surgery has
been refined for greater safety and efficacy.5,6

The American Association of Clinical Endocrinologists
(AACE) with the American College of Endocrinology,4 the
Endocrine Society,7 the American Heart Association/
American College of Cardiology/Obesity Society,8 and
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other medical professional societies have issued compre-
hensive evidence-based recommendations to guide health
care professionals in the treatment of patients with obesity.
These guidelines highlight the importance of diagnosing and
evaluating patients for weight-related complications and ap-
plying treatment approaches involving lifestyle changes and
behavioral therapy, to be used in combination with pharmaco-
therapy or metabolic surgery, when indicated. The AACE
guidelines, in particular, emphasize treatment intensification
based on the risk, presence, and severity of obesity complica-
tions.4 Given the chronic nature of obesity, patients should be
followed up long term and periodically re-evaluated for weight
regain and response to weight loss therapy.

Despite advances made in therapies and the existing
guidelines, meaningful clinical improvements in treating
obesity at a population level are not being achieved. Multiple
causative factors include patient self-blame and stigmatizing
attitudes, inaction by health care professionals related to time
constraints, insufficient knowledge of pathophysiology, lack
of reimbursement for diagnosing and/or counseling patients,9

and restricted coverage of anti-obesity medications and bar-
iatric surgery by health insurance plans.10 Additionally, so-
cial stigma can have a negative effect on patients’ physical
and mental health and create a disinclination to seek care.11

In recognition of the complex nature of obesity, patient-
centered, multidisciplinary strategies providing individual-
ized care are paramount12,13 and may lead to improved
clinical outcomes, patient adherence and satisfaction, and
reduced health care costs and resource utilization.14 Because
the majority of interactions between patients and health care
providers occur in the primary care setting, and an obesity
diagnosis is known to be associated with weight loss,15 the
diagnosis should be considered as a first step in the treat-
ment process. Thus, primary care providers (PCPs) are
uniquely positioned to screen patients for obesity and pro-
vide access to effective treatment.2 Collaboration between
PCPs and other specialists in primary care-based models of
health care delivery constitutes an effective approach to
sustainable weight loss and maintenance.16 However, <30%
of patient visits in the primary care setting in 2008–2013 in
the United States resulted in a diagnosis of obesity.17

Provision of a care delivery model for practical use in the
primary care setting that incorporates obesity treatment
guidelines thus may improve the uptake and effectiveness
of the current interventions for obesity. However, there is
currently limited information in the literature on obesity
care models that focus on primary care, and no holistic
model of primary care has been developed specifically for
health systems. AMGA (American Medical Group Asso-
ciation) is a nonprofit trade association that represents *440
of the nation’s multispecialty medical groups and integrated
delivery systems. AMGA provides support in the form of
advocacy, education, quality performance improvement,
research and analytics, and financial and operational assis-
tance. Based on a survey developed by AMGA, which re-
vealed that the majority of the responder health care
organizations (HCOs) did not follow the current recom-
mendations or any particular algorithms for obesity man-
agement, the research team identified gaps in knowledge in
the organizations in order to develop a care model within a
proposed framework, with the needed flexibility to make it
contextually appropriate to health care systems. The goal of

this initiative was to enable HCOs to determine optimal
approaches for integrating the model into their own systems
and, in turn, to develop individual care models. This article
reports on the development and implementation of a popula-
tion health-based care model to manage obesity in the primary
care setting in the United States and describes key insights (ie,
best practices) gathered from across the collaborative.

Methods

Concept and organization of the Obesity Care
Model Collaborative

The Obesity Care Model Collaborative (OCMC) was a 35-
month (from development to data analysis/publication) pro-
gram development initiative, led by AMGA, that aimed to
define, test, and evaluate a framework for obesity manage-
ment for primary care in multispecialty medical groups, in-
tegrated health systems, and academic medical centers
(Figure 1). The objective was to develop a model of care that
could be tailored to the individual organizations according to
their specific contexts. Ten AMGA-member HCOs were se-
lected by a national advisory committee, based on their ability
to contribute to the development of the framework and
measures, and their commitment to implement an obesity
program including a minimum required range of services,
either within the HCO or through referral partnerships.

A primary care, population-based approach was applied
to obesity management. Each HCO selected 1 representative
to serve as an organization advisor and to participate in 1
of 2 committees dedicated to either framework development
or measure design. The committees included medical and
quality directors, program and project managers, professors/
researchers, nurses, physicians, and specialists in internal
medicine, endocrinology, or obesity medicine, and mem-
bers of specialty and advocacy organizations. (Additional
details on membership requirements and responsibilities are
in Committee member selection and roles in the Supple-
mentary Material, available with the article online).

The Framework Committee, which included 12 mem-
bers, focused on the development of the obesity care model
and its components (ie, interventions) to be tested and
implemented by the participating HCOs (detailed infor-
mation on processes during implementation are in Model
development in the Supplementary Material). The Measures
Committee, comprising 8 members, developed and refined
operational and quality performance measures and their
specifications (ie, diagnosis rates, assessment for compli-
cations and complication rates, weight change, use of anti-
obesity medications, patient-reported outcomes) to be re-
ported by each participating HCO. Results of the measure
development work are reported elsewhere.18 One of the
measures developed in this collaborative, obesity diagnosis,
went through a formal testing process to ultimately prepare
it for endorsement by the National Quality Forum (S.L.
Sampsel, personal communication).

Selection of participating centers and initiatives
and development and implementation of the model

HCOs responded to a Call for Participation and under-
went a robust selection process, which started with the

2 CASANOVA ET AL.



submission of an application for consideration. Applica-
tions were ranked and, if the HCOs met the inclusion crite-
ria, they were interviewed. HCOs were then selected by
the national advisory committee according to predefined
criteria (see Organization selection and inclusion criteria
in the Supplementary Material).

AMGA researched the existing obesity models, frameworks,
and algorithms focused on primary care and conducted a survey
to determine the extent to which medical societies’ recom-
mendations were being followed by the HCOs. Several meet-
ings were held to discuss the gaps identified, and 4 obesity care
domains were developed. These domains, essential for any
obesity management program, had to be translatable across all
types of medical groups and health systems and able to be
implemented in primary care using a population health ap-
proach. The 4 Care Model Domains are presented in Table 1.
Interventions that were likely to lead to improved obesity care

and feasible to implement were identified based on current
practice guidelines, and were developed and tested by par-
ticipating HCOs in the identified 4 Care Model Domains.
(The specific steps followed are described in Domain definition
and intervention identification in the Supplementary Material.)

Insights, successes, and challenges were shared among the
member organizations during in-person meetings, monthly
outreach calls, site visits, and monthly webinars. Topics of
discussion and objectives of these meetings are described
in detail under Model development in the Supplementary
Material. Based on the data produced by the HCOs and their
shared experiences, the care model and measures were mod-
ified by the Framework Committee and Measures Committee
using an iterative process.

Interventions were implemented and tested using quality
improvement tools such as gap analysis and Plan-Do-Study-
Act cycles. The HCOs actively participated in 2 phases of

Table 1. Description of the Framework Domains

Domain Goals

Community To build relationships and engage community partners (local and external, businesses and
organizations) to provide services of relevance to patients with obesity.

Health Care
Organization

To provide administrative, financial, and/or clinical support to HCOs in the delivery of care to patients
with obesity.

Care Team To engage a multidisciplinary team in the seamless implementation of interventions to increase
continuity of care for patients with obesity.

Patient/Family To establish effective partnerships between health care providers and patients with obesity and their
families to improve outcomes.

HCO, Health Care Organization.

FIG. 1. Flow diagram for the development and implementation of interventions under the collaborative. HCO, health care
organization; PDSA, Plan-Do-Study-Act.
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the initiative: the implementation (6 months) and operation
(12 months) phases. AMGA conducted the first round of site
visits at each HCO during the 6-month implementation
phase. For 12 months during the subsequent operation phase,
the applied interventions and patient outcomes were tracked
using action plans that were submitted quarterly; this phase
included a second round of site visits (Figure 1). AMGA and
the national advisory committee assisted with adapting and
implementing the model and with translation of emergent
best practices across the different participating groups.

For the period of 12 months of the operation phase,
qualitative and quantitative data were collected for analysis.
The interventions were tracked, by domain, using the Expert
Recommendations for Implementation Science (ERIC)19 for
similarities across HCOs, and learnings were applied and
compared with the original model developed at the begin-
ning of the collaborative. Subsequently, an Obesity Care
Model and Obesity Care Model Playbook20 were developed
to guide organizations treating patients with obesity in the
primary care setting, and best practices were identified.

Results

Participating organizations

Ten diverse HCOs were selected from 20 final applicants
to participate in the collaborative based on the inclusion
criteria and in-depth interviews (Table 2).21–30 The sites were
located in 10 states representing all regions of the United
States (West, Northeast, South, Midwest), where primary
care populations ranged from *44,000 to *600,000 active
patients. The HCOs were located in urban and rural areas and

served a broad range of patients in terms of demographics,
insurance status, and health status. Two of the HCOs applied
their program to their entire patient population, whereas the
other 8 focused on a subset of their patient population (eg,
selected primary care sites, dedicated obesity clinic).

The obesity management interventions across the differ-
ent Care Model Domains that were identified by the
participating HCOs were tested, and those that were suc-
cessful were implemented by 1 or more organizations.
(A complete list of all the interventions in the collaborative
is in Interventions for participating organizations in the
Supplementary Material.)

Obesity care model

The gaps and limitations identified by participating sites
in the development phase helped inform the initiatives im-
plemented during the collaborative. Based on the experi-
ences of the collaborative participants, individual obesity
programs were developed by the HCOs using the rubric of
the 4 domains in the Framework (Figure 2), and key inter-
ventions were identified.

For the Community domain, 4 main interventions were:
(1) to promote and disseminate local initiatives/resources
beneficial to patients with obesity; (2) to establish collab-
orations with businesses and community organizations
to increase awareness and healthy habits; (3) to create com-
munity partnerships for the remediation of the identified
gaps; and (4) to identify ‘‘community champions’’ to facil-
itate these partnerships.

The 5 main goals within the Health Care Organization
domain were: (1) to create system-wide weight management

Table 2. Description of Participating Organizations

Organization Location Organization type

Total
primary care
population

Target
population

(%)
Number of
sites/offices

Advocate Aurora
Health21

Illinois and
Wisconsin

Large not-for-profit,
integrated health system

476,900 3200
(0.7)

2 offices

Cleveland Clinic22 Ohio Nonprofit, multispecialty
academic medical center

383,300 5200
(1.4)

1 office +6 PCPs

Confluence Health23 North Central
Washington

Integrated health care
delivery system

101,400 101,400
(100)

250 PCPs, 12 offices

The Guthrie Clinic24 North Central
Pennsylvania

Multispecialty group
practice

88,200 14,800
(16.8)

3 offices

HealthCare
Partners25

Southern
California

Integrated and coordinated
delivery organization

117,800 5400
(4.6)

1 office

The Iowa Clinic26 Central Iowa Largest physician-owned,
multispecialty group in
Central Iowa

43,800 43,800
(100)

60 PCPs, 10 offices

Mercy Clinic East
Communities27

Missouri Integrated system 221,300 15,000
(6.8)

3 PCPs + new obesity
clinic

Novant Health28 North Carolina Not-for-profit integrated
system

594,400 11,500
(1.9)

4 offices

Tulane University
Medical Group29

Louisiana Academic faculty practice
serving New Orleans

57,200 300
(0.5)

1 office +1 obesity
specialist
(fixed cohort)

Utica Park Clinic30 Oklahoma Part of Ardent Health
Services and Hillcrest
HealthCare System’s
physician group

98,000 26,100
(26.6)

4 offices

PCP, primary care physician.
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steering committees and designate ‘‘clinician champions’’
(eg, nurses, physician assistants) responsible for the assess-
ment of readiness and the identification of barriers to the
implementation of an obesity program; (2) to apply ‘‘train-
the-trainer’’ strategies, implement training or continuing
medical education initiatives, and develop documentation/
assessment tools for PCPs and other staff members involved
in the care of patients with obesity; (3) to improve diagnosis
rates and treatment outcomes through the implementation
of best practice alerts incorporated into electronic health
records (EHRs), create patient registries, and implement
effective documentation and/or monitoring processes such
as dashboards to manage productivity; (4) to apply financial
and nonfinancial incentives for provider performance and
compensation; and (5) to develop patient education materials.

At the level of the Care Team domain, 3 key interventions
included: (1) increasing awareness of obesity and weight man-
agement strategies consistent with professional national obesity
guidelines (including pharmacotherapy) among providers; (2)
implementing coaching/education initiatives on how to discuss
obesity and its treatment with patients; and (3) supporting and
integrating a multidisciplinary team into the workflow that is
adequately equipped with tools and techniques to facilitate
screening, evaluation, monitoring, and counseling.

Finally, in the Patient/Family domain, 3 key interventions
involved: (1) assisting patients with identification of clini-
cians with expertise and/or genuine interest in weight man-
agement; (2) enlisting patient/family advocates or patient
advisory groups to represent their perspectives on obesity
programs, from planning to implementation stage, and to

provide input into quality of care and the patient experience;
and (3) providing educational materials to patients such as
tools that inform patients about treatment plans, handouts,
face-to-face and online classes, and use of social media.

In order to determine opportunities for improvement,
HCOs first had to identify gaps and challenges in their re-
spective systems. Gaps and challenges varied for each HCO,
and different approaches were taken to address them within
each domain. In the Community domain, many HCOs saw
a gap in needs assessments to determine the adequate pro-
grams and resources needed for their systems. This provided
a way for them to address their readiness and identify bar-
riers to the development of initiatives. Others realized
there were few community resources available for their
patients and identified a need to conduct a community as-
sessment and collaborate with the community to provide
resources and services.

For the Health Care Organization domain, some of the
gaps identified included lack of a formal business case (ie,
written proposal providing the rationale for financial in-
vestment in a quality improvement program, with focus on
direct financial, strategic, and internal organization)31 and
cultural sensitivity to treat obesity, and obesity not consti-
tuting an area of focus for the organization. Some HCOs
were further along in the collaborative than their peers;
therefore, starting from the top and obtaining buy-in from
leadership was essential to a successful program. This meant
that they were invested in the program and would provide
the necessary resources and establish it as an organizational
priority to ensure its success.

FIG. 2. AMGA’s Obesity Care Model Collaborative competencies.20 AMGA, American Medical Group Association.
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Training and education for the Care Team was insuffi-
cient in some HCOs. The ability to have conversations
without bias and with knowledge of the disease is essential
to organizations, and many HCOs focused on implementing
provider and staff educational initiatives. For the Patient/
Family domain, adequate education for patients around
disease awareness and impact was a challenge for some of
the HCOs. Therefore, many of them saw it as an opportunity
to address this issue through patient education tools and
classes. Finally, gathering patients’ perspectives on their
own care was both a gap and challenge. This information
was essential to HCOs to measure how patients viewed their
health and received care. While a few HCOs had some
success with implementing Patient-Reported Outcomes
Measures (PROMs), many experienced challenges with ad-
ministering and collecting the surveys.

The gaps and challenges for each domain, as well as the
recommendations derived from the interventions, are sum-
marized in Table 3.

Discussion

Obesity is a chronic disease that requires long-term man-
agement by a multidisciplinary team.32 PCPs are the first
point of contact for most patients and play a key role in
the diagnosis and evaluation of patients with obesity. In
addition, they assess risk and determine the presence of
obesity-related complications and decide on appropriate
management or referral.33 Despite the essential role of pri-
mary care teams in the treatment of patients with obesity
and common weight-related complications, the increasing
rates of the disease can pose a significant burden at the
organizational level in providing evidence-based care be-
cause of insufficient resources and training.2,13 Therefore,
HCOs need to develop models for obesity management in
the primary care setting.

Many of the gaps and/or challenges identified by the
participating HCOs during the development stage were ad-
dressed with the primary care initiatives developed under
the collaborative. The pragmatic and patient-centered ap-
proaches to obesity management that were implemented
took into consideration the resources available locally and
enabled the development of obesity programs encompassing
all 4 care model domains in the framework at each HCO,
based on the lessons learned and challenges faced at the
individual participating sites. Challenges experienced by
one organization do not necessarily apply to another; or-
ganizational structure, resources, and culture all can con-
tribute toward the success or failure of an intervention.

OCMC was successful in using a framework and its com-
ponents to develop a care model that was adapted for local
use. Key interventions included the development and orga-
nization of quality monitoring systems, training of leadership
and staff, and the establishment of community partnerships
and effective use of the available resources. The designation
of clinical/obesity care management champions and im-
plementation of shared medical appointments (SMAs) were
successful approaches that may be replicated effectively in
other practices. Some of the physicians in the collaborative
became certified through the American Board of Obesity
Medicine. One HCO was able to introduce an EHR best
practice alert and add obesity to the diagnosis list, and some

organizations created effective referral processes to commu-
nity services and embedded them in the EHRs to track usage.

Community domain

The community initiatives implemented under this collab-
orative were varied in nature, but commonly addressed nu-
trition and physical activity. One particularly useful strategy
was to embed an HCO staff member on a community board
or committee. That enabled alignment between community
and health system activities and sharing of initiatives and
efforts. To complement in-person activities, which some-
times suffered from low attendance, online activities may be
implemented (eg, live cooking sessions broadcast on a so-
cial media platform to enable a much wider outreach). In
addition to the successful interventions implemented, some
groups experienced challenges. For example, one organi-
zation wanted to incorporate a list of community resources
into the Epic software (Epic Systems, Verona, WI) in a
SmartPhrase that could be embedded into the post-visit
summary. However, their PCPs were opposed to the idea
and preferred a booklet that they could give to the patients.
Although the booklet was developed for distribution, sub-
stantial time and effort were spent trying to incorporate this
material into Epic in terms of navigating institutional com-
mittees and securing appropriate approvals. Eventually, the
process was defined by having an administrator on the team.

Health care organization domain

Although effective strategies to help patients lose and
sustain weight are needed, these cannot be implemented
without significant organizational restructuring and robust
documentation and tracking systems to accurately measure
their impact. Insufficient insurance coverage and difficulties
dealing with coding and billing processes for office visits are
often reported by providers as key obstacles in the active
management and support for patients with obesity in pri-
mary care.13 Some of the initiatives targeting PCPs in this
collaborative focused on education about reimbursement
options for obesity management, including billing and cod-
ing processes, documentation, and referral procedures. Al-
though some organizations experienced success with health
care provider education, another organization’s initial at-
tempts to engage providers, through multiple delivery
methods (ie, written materials, video format, in person), to
educate on weight bias, stigma, and effective patient-
provider conversations were not as successful. Instead,
organizing an in-person educational dinner event produced
champions who were interested in obesity care management.

In addition, structural interventions also were beneficial,
including outfitting the physical layout of outpatients’ venue
for patient care (eg, with scales that accommodate patients
with severe obesity; reinforced chairs and couches; rein-
forced exam tables placed lower to the ground for access;
private area for taking vital signs, weight, and waist cir-
cumference measurements; bathrooms with wide doors and
floor-mounted toilets).

Care team domain

Obesity care can be improved by multiple approaches, be-
ginning with staff training and proceeding to the development
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of tools that facilitate diagnosis and adequate follow-up
treatment.34 The research team observed that it is crucial to
engage PCPs in developing and providing tools they con-
sider helpful in the evaluation of patients with obesity in
their practices. Both educational interventions for PCPs
(in person or online, self-study or guided),13 and the provision
of structured tools for patient evaluation and counseling,35

are known to significantly increase confidence and self-
efficacy for obesity management. In addition, it is important
that PCPs and staff engage patients in their treatments in an
empathetic and respectful manner. At the care level, SMAs
with health care professionals from different specialties,
including counseling on nutrition, physical activity, and
stress management, can be an effective strategy to address
chronic diseases such as obesity.32 Although an intervention
of this type presents demands in terms of logistics and
human resources,32 this approach was followed by one of
the HCOs participating in the collaborative, with positive
results.

Patients also need to be educated on what constitutes
realistic weight loss goals based on the therapeutic options.
Information regarding the health benefits that accompany
even moderate weight reductions is useful in engaging pa-
tient participation in the decision-making process.32 The
level and quality of interactions with PCPs also have an
impact on patient participation and adherence to weight-
management plans, and organizations should provide tools
and clinical pathways to facilitate long-term support by
providers.13 Technological aids, such as electronic remind-
ers that prompt PCPs to collect weight data, can increase
documentation of a diagnosis of overweight or obesity, sig-
naling the need for further counseling and evaluation.13 In
this collaborative specifically, the use of smart tools, includ-
ing best practice alerts, incorporated into EHRs facilitated
the diagnosis and process of referral to nutrition or lifestyle
coaching and/or weight management services. Developing a
multidisciplinary team was identified in the collaborative as
an essential intervention in order to provide comprehensive
obesity care management. Although some organizations
were able to do this successfully, others were limited to 1 or
2 disciplines.

Patient/family domain

Weight bias and stigma can discourage patients from
seeking help to manage their weight, hence contributing to
reduced quality of life and poor care.13,36 A considerable
amount of bias and stigma were identified by the partici-
pating HCOs; mitigation strategies included education on
obesity as a chronic disease, as well as sharing patient per-
spectives from the Obesity Action Coalition. Identifying
‘‘patient champions’’ at each HCO was challenging, but
those organizations that did involve patients found the
feedback to be invaluable. Additional efforts should be
made to include patient and family input on the quality of
the care they receive, including clinic design and flow (eg,
having a patient walk through the clinic and comment on
each step in the process of their care was suggested as way
to elicit patient input). One group involved their patients in
the development (design and workflow) of their SMAs. The
collaborative’s HCOs were asked to implement PROM
surveys, and many had challenges with the implementation
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and data collection. For example, some groups experienced
challenges with collecting completed surveys from the
same patient at different visits; this was important infor-
mation to gather in order to determine if there were any
changes over time.

Strengths and limitations

Strengths of this program include participation from a
geographically and structurally diverse group of HCOs
serving culturally and demographically diverse patient pop-
ulations. The organizations represented multispecialty med-
ical groups, integrated delivery systems, and 1 academic
medical center; this diversity strengthens the generalizabil-
ity of the program. All participating HCOs developed in-
terventions within a single predefined framework consisting
of 4 domains, creating a consistent array of strategies, at
the domain level, implemented across the 10 participating
HCOs. The design of the collaborative, with 4 in-person
meetings, monthly webinars, site visits, and other touch
points, encouraged HCOs to collaborate with and learn from
one another. A detailed data specification provided in ad-
vance of measure self-reporting ensured comparability of
measure performance across HCOs.

One potential weakness of the program was that only very
interested and motivated HCOs chose to participate; there-
fore, generalizability to other HCOs may be limited. Parti-
cipating organizations were paid a stipend; therefore, while
sustainability was encouraged, enthusiasm may have waned
after the funding ended. However, all 10 HCOs reported
the intention to continue their obesity care programs, and
business cases were developed to support sustainability after
the close of the collaborative.

Several challenges prevented HCOs from fully imple-
menting many of the interventions recommended. Not all
organizations had the resources to implement strategies such
as SMAs for patients with obesity or to create a dedicated
obesity clinic. HCOs had different relationships with their
communities, which created site-specific challenges to coor-
dinating interventions and care with community resources.
HCOs also had different organizational structures (ie, some
were physician owned), leading to varying levels of interest in
a focus on a financial incentive to improved coding. National
rates of prescribing anti-obesity medications are low because
of cost, lack of coverage by health insurance plans, and other
issues,9,37 making it difficult for HCOs to increase these rates
significantly. Overall, sites faced challenges in the recruitment
of patients to participate as champions. Importantly, the con-
text of each HCO needs to be considered when developing
individual obesity programs at each participating site. Al-
though AMGA provided a framework within which HCOs
were expected to develop their programs, it did not dictate the
specific interventions each HCO had to implement. Local
context, including available resources, organizational struc-
ture and culture, and patient population, was the most im-
portant predictor of which interventions were successfully
adapted and adopted at each HCO, and several interventions
rose to the top as universally adopted (Table 3).

In summary, this study identified key aspects and features
in the establishment of competent obesity care programs:
commitment of the organization and health care profes-
sionals, need for resources and programs that enable em-

powered patients who understand the implications of the
disease, and a prepared health care system, with operations
and competent professionals to provide comprehensive care,
coverage, and access to care, and availability at the orga-
nizations of all evidence-based treatment options as well as
referral networks.

Conclusions

Obesity care is a challenge in the primary care setting, but
with a few key practical interventions, many of which are
described in this article, progress can be made to improve
patient outcomes. The current evidence-based obesity guide-
lines recommend screening, and primary care is ideally
suited to obtain weight and height measures for determining
body mass index and diagnosing obesity, which can be
entered into the medical record. The next step consists of the
assessment of weight-related complications, and generally is
addressed in primary care through the review of systems, the
physical exam, and laboratory testing. Treatment for obesity
includes choosing a healthy diet and increasing physical
activity, which can be facilitated by community partner-
ships. Finally, use of pharmacotherapy and access to meta-
bolic surgery also are important parts of a comprehensive
care plan for patients with obesity.

Although specialty guidelines have been developed for
the management of obesity, medical institutions are expec-
ted to translate them into real-world treatment strategies,
which is not easily done in primary care. In this collabora-
tive, the research team developed an obesity framework at
the primary care level, identified important components of
and key interventions for the management of obesity, de-
scribed obesity programs based on these interventions, and
translated them into real-world settings. Based on the ex-
periences of the participating HCOs in the collaborative,
coordinating care across organizations and specialties is of
utmost importance to enable the integration, awareness, and
accessibility of evidence-based treatment guidelines.
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